patient was discharged without complications on the 7th postoperative day. A 50-year-old man presented with a 10-day history of pain and paresthesiae in the right arm. The patient had a history of chronic renal failure caused by bilateral Discussion renal amyloidosis for which he had been having hemodialysis for 2 years. He also had a history of chronic Amongst aneurysms of the peripheral arteries, anosteoarthritis in his hip and knee that required steroid eurysms in upper extremity vessels are the rarest therapy over a period of 2 years. His arteriovenous (1%).
to excise the mass through an incision between the midpoint of the clavicle and the suprasternal notch. The right subclavian, thyrocervical and common carotid arteries were identified and controlled proximally with tapes. Vascular clamps were placed on the proximal part of right subclavian and thyrocervical arteries. About 500 cc of blood, fresh clot and organized thrombus were evacuated from the sac of a pseudoaneurysm located just distal to the the vascular clamp on the thyrocervical artery. The thyrocervical artery was ligated proximally with a 2-0 silk suture. The pseudoaneurysm sac was repaired by plication. A hemovac drain was placed next to the sac. The drain was removed on the 2nd postoperative day and the * Please address all correspondence to: A. Akgul, MD Mahmut Esat Bozkurt Cad. No: 17/7 06600 Incesu Ankara/Turkey. Tel: These aneurysms are really false aneurysms since they do not involve the layers of the vessel wall. They normally occupy the centre of a haematoma arising from the leak in the vessel. 5, 8, 9 Clinically the patient complains of chest pain radiation to the neck together with an obvious expanding, pulsatile chest wall mass. There may be clinical evidence of distal clot embolus in the hand together with pain, paresthesia and weakness in the arm caused by compression of the brachial plexus. Pressure on the cervicothoracic ganglion may give rise to Horner's syndrome and pressure on the vagus nerve or direct pressure on the larynx may cause hoarseness and/or stridor and dyspnoea. Transient cerebral ischaemia due to pressure on the carotid or vertebral arteries and haemoptysis as a result of erosion of lung tissue are rare.
1,8-11
Patients normally present with a mass in the neck. Pulsation is often prominent and provides an easy clue to the diagnosis of an aneurysm but not necessarily specifically of the thyrocervical trunk. It can usually be seen as a mass on the chest radiograph.
8,10 Doppler ultrasound normally reveals turbulent flow in an aneurysm sac containing peripheral thrombus but with no surrounding vessel wall. CT reveals the exact location of mass and its relations to other structures ( Fig.  3a and 3b) . Arteriography is often helpful in determining the exact origin of the aneurysm and therefore the best surgical approach 8,11 as well as the extent to which surrounding vessel flow is affected, 10 and see Fig. 4a and b.
The differential diagnosis of thyrocervical artery pseudoaneurysm should include aneurysm of the subclavian artery and of its branches. Surgery should be carried out as soon as the diagnosis has been established because of the inevitable outcome of en- include the excision of the hematoma and repair of the vessel wall with trimming, patching and even replacement graft if necessary. The alternative is to tie off the vessel proximally and distally as long as there is no evidence of malperfusion of the tissues. This is a perfectly safe and acceptable procedure where the thyrocervical trunk is concerned.
